Case Report
===========

A 69-year-old Caucasian male, fit and well, apart from a well-controlled hypertension, was admitted to the emergency department with gradually worsening headache and dizziness, dating 30 days back prior to admission. The neurological examination revealed mild dysmetria of the right hand. The blood tests and the electrocardiogram were unremarkable. The brain computed tomography (CT) showed a right cerebellar mass.

He was subsequently submitted to brain magnetic resonance imaging (MRI) for the further evaluation of the mass which was mainly solid with smaller cystic areas. The lesion caused mass effect onto the surrounding cerebellar parenchyma and to the fourth ventricle ( [Fig. 1](#FI170026-1){ref-type="fig"} ). The patient underwent a paramedian suboccipital craniotomy for tumor removal. Because of high tumor vascularity, massive bleeding occurred during the operation. The mass was completely removed. The immediate postoperative period was unremarkable and the patient was discharged after a few days with symptoms improvement. Histology confirmed the presence of a hemangiopericytoma.

![Axial postcontrast T1-weigheted image. The mass within the right cerebellar hemisphere shows mainly solid components and smaller cystic areas as well. The solid component enhances fairly homogeneously. The lesion causes mass effect changes in the surrounding parenchyma.](10-1055-s-0038-1642026-i170026-1){#FI170026-1}

Fifteen days postoperatively, the patient presented with gait disturbances. He was submitted to brain MRI, which showed bilateral hematomas, larger one on the right, causing mass effect with midline shift and a smaller one on the left. The signal characteristics were compatible with late subacute hematomas. A fluid-fluid level was present on the right ( [Fig. 2A](#FI170026-2){ref-type="fig"} -- [C](#FI170026-2){ref-type="fig"} ). The patient underwent burr hole evacuation of the right subdural hematomas. The postoperative CT showed complete evacuation of the right hematoma and no enlargement of the left one. The symptoms improved and patient was eventfully discharged.

![( **A** -- **C** ) Axial T1-weighted image, T2-weighted image, and fluid-attenuated inversion recovery showing bilateral subdural hematomas---larger one on the right and a smaller one on the left. The signal characteristics are in keeping with late subacute hematomas. A fluid-fluid level is found on the right.](10-1055-s-0038-1642026-i170026-2){#FI170026-2}

There was no clinical evidence of interim development of postoperative intracranial hypotension. Moreover, there were no findings suggestive of intracranial hypotension on MRI ( [Fig. 3](#FI170026-3){ref-type="fig"} ).

![Sagittal postcontrast T1-weighted image. The suprasellar and prepontine cisterns are within normal limits. There is no flattening of the pons or medulla. Furthermore, there is no diffuse pachymeningeal enhancement.](10-1055-s-0038-1642026-i170026-3){#FI170026-3}

Discussion
==========

Cerebellar tumors are usually removed by midline or paramedian suboccipital approach. The most common postoperative complications are cerebrospinal fluid leak, leading to pseudomeningocele, adipose graft prolapse into cerebellopontine angle, vascular--mechanical cranial nerves IX and X or brain-stem injuries, intracranial abscess or bone flap osteomyelitis, ischemic or hemorrhagic brain-stem stroke, facial paralysis, and sensory deficits from injury to cranial nerves V and VII and ataxia from cerebellar edema. The incidence of postoperative hematomas, far from the surgical bed, is very low ranging between 0.8% and 1.3%. [@JR170026-1] [@JR170026-2] They are usually located in the supratentorial compartment and are either ipsilateral or contralateral [@JR170026-3] [@JR170026-4] to the surgical bed.

Nevertheless, hematomas occurring across the tentorium are very rare, and so far only a few cases are found in the English literature. [@JR170026-5] [@JR170026-6] [@JR170026-7]

Extradural hematomas are known postoperative complications caused by the stripping of dura from the bone, after craniotomy; another cause may be constant bleeding from the bone marrow, which is injured by the pins of the clamps [@JR170026-1] Hematomas remote to the surgical bed is more perplex, particularly when they happen contralaterally to the surgical site.

Postcraniotomy hematomas may be caused by coagulopathy [@JR170026-8] [@JR170026-9] injury to subdural or extradural bridging veins, [@JR170026-10] breach of the inner cortex by the head clamp pins [@JR170026-1] [@JR170026-4] [@JR170026-6] insufficient dural hitches, [@JR170026-1] [@JR170026-10] and by hemodynamic changes during the operation. [@JR170026-11]

Extradural hematomas after posterior fossa surgery are reported in five cases, caused probably lowering of the ventricular pressure. [@JR170026-1] Penetrating pins from the head fixation clamps is another known cause of hematomas. [@JR170026-6] [@JR170026-10]

A more recent case has also reported the development of extradural hematoma on the one side and a concomitant contralateral subdural hygroma following posterior fossa surgery. [@JR170026-12]

However, in our case we stress the development of bilateral subdural supratentorial hematomas, after posterior fossa surgery. It is interesting to note that in both cases the larger subdural hematoma is ipsilateral to the surgical site.

In conclusion, unilateral supratentorial subdural hematomas, after craniotomy for the excision of a posterior fossa tumor, are extremely rare. Bilateral subdural supratentorial hematomas have not been previously reported in the English literature, to our knowledge.
